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TUMORS OF THE SIGMOID FLEXURE . 1 

By Prof. C. A. Ewald, 

OF BEE LIN UNIVERSITY, GERMANY. 

For a long time my attention has been directed to tumors situated 
in the left iliac fossa —that is to say, of the sigmoid flexure —because 
occasionally there are to be found in this region palpable tumors 
the character of which- is not easily recognized. May it therefore be 
permissible to give you a general review of tumors of this region ? The 
most frequent occurrence of such tumors, which are fecal accumulations, 
present but small difficulty in diagnosis. They are easily recognized 
because of their comparative softness and because they not only occupy 
the descending colon, but also the rectum, where they may be easily felt 
by the examining finger. If in all doubtful cases you make repeated 
examinations after having thoroughly cleansed the bowels by laxatives 
or enemata, you will probably not be subjected to mistakes. The 
diagnosis becomes much more difficult with the continuous presence of a 
tumor. Wo must take under consideration intra-intestinal and extra- 
intestinal tumors, which may arise either from the pelvis, peritoneum, 
retroperitoneum, or the genito-urinary organs. The tumors may be 
new-growths, hard, or may be brought about by inflammatory swellings 
or by an abscess. 

Of the solid tumors the most frequent are the carcinomata of the 
sigmoid. I say of the sigmoid, because I will only speak of the carci¬ 
nomata confined to the sigmoid flexure and not of those of the rectum, 
which may extend upward. The recognition of the latter is not diffi¬ 
cult when the physician, as a duty, will examine the rectum in every 
case where the symptoms point to disease of this part. It is not neces¬ 
sary for me to emphasize the latter point before you, members of this 
society, but rather to the general practitioner who frequently fails to 
do' this. These cases are common enough where patients for a long 
time complain of dyspeptic symptoms and so-called hemorrhoidal bleed¬ 
ing, without the attending physician deeming-it- worth while to make 
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either a digital or speculum examination of the rectum. On this 
account patients are treated for a considerable time with different drugs 
and the best time for operation is lost. 

Not long ago I saw a patient who was sent to the Riviera for neuras¬ 
thenia and general nmemia, when at the first examination I found a 
carcinoma of the rectum. A most excellent rectal speculum is that of 
Otis, which was modified somewhat by my assistant. Dr. Kiittner, so 
that it is introduced with considerable ease. 

When the carcinoma in the sigmoid is slow in its development and 
grows to the outside, it is not difficult generally for diagnosis. The 
patient has in the beginning slight disturbances in his stools; there 
may be constipation alternating with watery or mucous discharges. 
Such discharges are characterized by the fact that astringents or 
opiates, either internally or by suppositories, do not affect them. The 
stools become tape-like; there may be discharge of bloody masses or 
pure blood may coat the stools, often combined with glossy mucus; 
however, the stool may look entirely normal in shape and color and, 
nevertheless, contain blood. It is of the utmost importance in such 
stools to see whether the blood is macroscopically within the feces by 
cutting through them, or this can be determined by chemical examina¬ 
tion. 

I have sometimes seen stools which were well formed and brownish- 
yellow in color, and without apparent abnormality, show with the 
Guajai test and other reactions undoubtedly large amounts of blood. 
When the growth degenerates, then the discharges contain a large 
amount of bloody material, with a foul odor. Simultaneously there 
develops a more or less painful cylindrical tumor in the left iliac fossa 
or distributed in nodular masses upward against the crest of the ilium. 
There is but slight tenderness or pain subjectively, and the general 
health is not markedly attacked. 

When the growth is small and annular, the palpation may be fruit¬ 
less when the abdomen is rigid and the patient is not yet emaciated. 

Under such circumstances, after examination in a warm bath, in 
which the abdominal walls become relaxed, or after insufflation of the 
intestine, the diagnosis is made somewhat easier. When this is of no 
avail, and if in addition the general condition is not much changed, the 
whole complex seems to speak against a carcinoma of the colon. For 
the diagnosis, then, there remains nothing but the changes in the char¬ 
acter of the stools or of the other functions of the bowel. One such 
case I saw in a patient in whom I diagnosed a carcinoma of the sigmoid 
flexure four years before his death, because of continuous irregularity 
of the stools and discharge of blood, without originating from any known 
focus. During one of my vacation trips the patient was examined 
by another well-known authority, who disputed my diagnosis because 
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of the good genera] condition of the patient. However, my opinion 
was confirmed by the autopsy. Most suspicious for such cases is the 
fact that there is a constant loss of weight for which there is no known 
cause; the appetite remains good; there is no vomiting and no local pain. 

In many such cases obstruction suddenly occurs, with all its charac¬ 
teristic symptoms. Often the physician believes he has an intestinal 
strangulation, volvulus, or intussusception to deal with, whereas on 
operation a tumor is seen to be the cause. Such an accident happened 
to the celebrated French clinician, Potain. 

Another group of cases are those in which the neoplasm grows into 
the lumen of the intestine, drawing the outer wall into it, causing no 
thickening and being hardly possible to palpate. Also such growths 
for a long time may lead to but slight symptoms or no symptoms at all. 
Suddenly there may occur an obstinate constipation lasting for several 
days, but relieved by laxatives and cathartics. Under such circum¬ 
stances we have already a narrowing of the lumen, which becomes 
blocked by a fecal cork. Such attacks may repeatedly recur until 
finally cathartics, etc., are of no use. Distention of the abdomen may 
occur, but not necessarily confined to the descending colon. The gen¬ 
eral condition in these patients is but slightly affected in comparison 
to those cases of acute obstruction in strangulation, hernia, intussuscep¬ 
tion, etc., and the symptoms of ileus, such as fecal vomiting or fecal 
contents of the stomach occasionally emptied through the stomach-tube, 
are never present. In one of my cases, the continuous passage of gases 
pointed to an incomplete obstruction. Notwithstanding that no tumor 
could be palpated and that symptoms apparently began suddenly with 
an acute ileus two days before admission to the hospital, I diagnosed 
carcinoma of the sigmoid flexure because of the following: 1. During 
the past year there were four attacks of constipation with pains. 2. 
Moderate distention of the abdomen and more marked distention in 
the left iliac fossa. 3. Moderate pain in this region, both subjectively 
and objectively; the pain recurred on some days at regular intervals of 
ten to twenty minutes, lasting: one to two minutes and radiated out¬ 
ward from the sigmoid. 4. Rectum negative. 5. Neither water nor 
air could be introduced in large quantities into the intestine by the 
rectum. 6. The general condition of this fifty-seven-year-old patient 
was but slightly changed; pulse 60, normal in quality; urine contained 
indican; stomach contained no fecal masses. 7. For two days, despite 
all means, no passage of stool, but occasional passage of gas. The 
operation showed a circular carcinoma, which occluded the whole lumen 
of the sigmoid and allowed but a corkscrew-like channel large enough 
to admit a knitting kneedle. 

But all of these tumor3, when they have symptoms, are compara¬ 
tively easy to recognize. Much more difficult is the next group of cases 
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which I shall now speak of. Under normal conditions we are able 
sometimes to feel the cord-like descending colon or the sigmoid flexure, 
which may be tender to vigorous palpation, when the abdominal walls 
are thin and relaxed. The cord-like feel disappears when the colon is 
emptied or inflated. When there are no symptoms of any intestinal 
disease it is not difficult to diagnose the character of such a tumor-like 
resistance. It is entirely different when there is a spastic contraction 
of the colon simultaneous with other symptoms, such as obstipation, 
irregular movements, pain and disturbance of the general condition. 
Under such circumstances we are compelled more to think of a malig¬ 
nant growth. When the spasm disappears after a specific therapy, 
such as suppositories of belladonna and morphine or small injections of 
oil or of chamomile tea with a few drops of tincture of opium, the tumor 
also disappears. Such spasms may occur as a pure neurosis, either as a 
sequel to irritation of the coeliac plexus or as a symptom of spinal-cord 
irritation, or in tabes or basilar meningitis. It may also occur in hys¬ 
teria or as a reflex in inflammatory or ulcerative conditions of the 
neighboring organs and other parts of the intestinal tract. This latter 
can occur in inflammation or ulceration of the rectum, as in fistulas, 
syphilitic ulcers, and ulcerating hemorrhoids. It may also occur in 
dysenteric and tuberculous processes. When the character of the stools 
and the general condition is similar to that in carcinoma, then there is 
a strong liability to mistaken diagnosis. To illustrate this I shall 
mention the following: 

The patient, a man aged thirty years, who, up to eight days before 
admission into the hospital, gave in the history that he was always in 
fairly good condition. On examination, in the left iliac fossa was found 
a hard, cord-like tumor, which was believed to be a neoplasm of the 
sigmoid. The tumor mass was quite tender, whereas the ascending 
transverse and beginning descending colon were not at all tender to 
touch. Neither digital nor rectoscopic examination disclosed anything 
abnormal in the rectum. The somewhat reddened mucosa covered 
with mucus was without any defect. On inflating the colon, although 
only a small amount of air could be injected, the patient complained 
of severe pain and the tumor remained unaltered. During his first 
days in the hospital, under oil injections, the stools, were soft, brown, 
with but little mucus, blood, or pus. Evening temperatures were 
103.6° to 103.8°. On the eighth day of his stay laparotomy was per¬ 
formed, and we found the colon thickened and somewhat hard, but no 
tumor wa3 present. The serosa was smooth and glossy, and owing to 
the frequent muscular contraction the serosa was at regular intervals 
drawn inward, giving the colon the appearance of a screw. Adja¬ 
cent to the colon were a number of slightly swollen glands. The 
nature of the process within the intestine could not be at this time 
determined. A new-growth of the intestinal wall was not possible to 
exclude; more likely it would be possible to think of a tubercular 
process or a dysentery, but least pointed to the latter. The operator 
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excluded the whole colon and made an anastomosis by means of a Murphy 
button between the ececum and a very low part of the sigmoid. For two 
days after the operation the patient did very well and passed no blood 
in the stools, but on the third day he went into sudden collapse and 
died. Autopsy showed the operation to be perfectly successful and no 
peritonitis. The whole colon from the middle of the transverse portion 
to the flexure showed a dysenteric condition present, but most marked 
in the flexure. 

Even though the age of the patient spoke against carcinoma, the fact 
that such a distinct tumor could be palpated, the cachexia, the passage 
of very small amounts of mucus and blood, the glandular swellings, 
the absence of all symptoms of dysentery from the history, and his con¬ 
dition while in the hospital—all this was indicative enough to diagnose 
carcinoma. 

It is also possible for a swelling of the colon to occur in the left iliac 
fossa with a tumor in another portion of the intestine. A distinct type 
of such a condition I was enabled recently to observe: 

Man, aged sixty-nine years, who had the symptoms of a chronic ileus. 
In the lower left abdomen we could feel a cord-like tumor, hard but 
entirely painless, and apparently adherent in the lower part. In the 
knee-elbow position we were able to feel per rectum a number of small, 
pea-like nodules at the beginning of the sigmoid, lying apparently 
under the mucosa, and the intestinal wall at these points appeared 
thickened. The descending and transverse colon at times showed 
evidences of distention, at some times more marked than at other 
times. In the hepatic flexure was a hard swelling, and so movable that 
we thought of a movable kidney, but this swelling disappeared under 
massage. Subsequently the patient had fecal vomiting, and was oper¬ 
ated on. To our surprise there was no tumor of the sigmoid flexure; in 
fact, this was entirely free and only a few slightly swollen retroperi¬ 
toneal glands could be made out, which we felt through the rectum. 
However, an inoperable carcinoma of the hepatic flexure was found 
and a right-sided colostomy made. After this the distentions of the 
colon ceased and the patient felt so well that he left the hospital. 
Evidently the condition of the sigmoid was reflex to the presence of 
the neoplasm of the hepatic flexure. 

Such experiences lead to caution in the consideration of such tumors. 
Not long ago I was seen by a patient who was practically prepared for 
operation. Another physician had diagnosed a carcinoma of the sig¬ 
moid and advised immediate operation. A tumor could readily be 
palpated in the left iliac fossa and the patient passed blood in his stools. 
On close examination, however, the stool was of good form and only 
covered in its outer surface with blood. The interior of the stool con¬ 
tained no blood. Under chloroform narcosis the tumor disappeared, 
and with the aid of the Kelly proctoscope I was able to detect one 
highly situated bleeding, hemorrhoid. This was cauterized at this time, 
and all bleeding ceased. The best evidence that the tumor was not due 
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to a neoplasm is that the patient within the last half-year gained more 
than eight pounds in weight. Some time ago I published a series of 
cases and showed that such hemorrhages from highly situated hemor¬ 
rhoids could be the source of continuous bleedings and severe anaemia, 
the real cause of which is not detected. When the blood is passed with 
the feces and is not visible, the true condition remains unrecognized 
and pernicious anaemia is thought of. 

There are, of course, other tumors in this region, such as those 
originating from the uterus and appendages, from local peritonitis, 
intussusception, etc. These conditions I will not discuss because under 
careful examination they are easily recognized. I would much rather 
speak of autointestinal intoxication as a result of marked constipa¬ 
tion of long standing. In 1896 Herter and Smith 1 published a very 
complete investigation concerning excessive intestinal putrefaction, 
in which they proved that in cases of dyspeptic and neurotic individ¬ 
uals the presence of ethereal or aromatic sulphates in the urine were 
decidedly increased, so that the relation between the preformed sulphates 
and ethereal or aromatic sulphates was much altered. Under normal 
conditions the ratio between the two is 1 to 14, whereas in autointes¬ 
tinal intoxication the ratio may sink to 1 to 5, or even lower. 

I will not speak of the more chronic cases as described by Herter 
and Smith or by McCaskey, 5 but will mention a group of cases which 
are acute in onset, very severe in their appearance, and accompanied 
by a more or less diminished sensorium of the patient. There may 
occur a paralysis of the extremities, complete absence of patellar reflexes, 
involuntary micturition and defecation; the whole picture strongly 
resembles a severe central brain disease. It is to be differentiated from 
brain disease by the bilateral paralysis, from meningitis by the absence 
of rigidity of the neck and the absence of the pupillary symptoms, and 
from disease of the spinal cord by the occasional occurrence of coma. 
If we palpate the abdomen of such patients we can feel more or less 
distinctly several hard, fecal masses in different parts of the tract. 
Digital examination of the rectum reveals this to be widely dilated, 
owing to the presence of many solid, fecal masses, which are not affected 
by irrigation, but must be removed by the fingers or other mechanical 
means. At the same time succussion of the stomach is distinctly present 
and indicates an atony of the same. Of three cases I found in one a 
dilatation of the stomach, but no enlargement in the other two. 

If, however, we use irrigations of lukewarm oil or of hot water, we 
can empty the rectum of thick, dark-brown, solid masses; and if at the 
same time we empty the stomach by lavage of any stagnating material, 

1 Observations on Excessive Intestinal Putrefaction. New York Medical Journal, 1895. 

5 Anaunias Secondary to Gastrointestinal Disease, with Report of Two Cases. Journal of 
the American Medical Association, March. 1902. 
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the whole picture becomes suddenly changed. Consciousness returns, 
the paralyses disappear, and in a few days there is a complete return 
to the normal condition. 

There can be no question but that such attacks arise as a result of 
absorption of toxic agents produced by putrefaction in the intestinal 
tract. In two cases J determined the ratio between the preformed and 
aromatic sulphates and found the latter markedly increased. Whether 
there is any further change in the metabolism of the proteid molecules 
and the formation of diamin, or if there occur gaseous products such 
as sulphureted hydrogen, I will not dispute. I have continually 
endeavored to isolate from the stomach contents, urine, and feces these 
toxins, which I found formerly in one case of tetanus and dilatation of 
the stomach, but without result. They are either too small in quantity 
or are so changeable that with our present methods we are unable to 
detect them. 


CONCERNING THE NATURE OF CERTAIN CASES OF CHRONIC 
POLYARTHRITIS. 

By David L. Edsall, M.D., 

OF PHILADELPHIA, 

AKD 

Ralph S. Lavenson, M.D., 

OF PHILADELPHIA. 

During the last few years a number of articles have been published by 
Poncet, or by others under his guidance, in which there has been strong 
insistence upon a belief of Poncet’s that some cases of chronic rheuma¬ 
tism, arthritis deformans, and even conditions that may readily be mis¬ 
taken for acute rheumatism, are at times a form of tuberculosis of the 
joints—a possibility that has previously been casually suggested, only to 
be denied. Several years ago, while unacquainted with the articles by 
Poncet and his pupils that had then been published, one of us (Edsall), 
with the same thought in mind, began some observations on the effect 
of tuberculin injections in cases of chronic rheumatism and arthritis 
deformans. It was hoped that the tuberculin injections would provide 
a means of choosing certain cases for more detailed study, and would, 
perhaps, through the production of a severe local reaction, offer a certain 
amount of direct evidence of the truth of the theory. The opportunity 
to carry on these observations in any considerable number of cases did 
not present itself until the fall of 1902, when we continued the investi¬ 
gation conjointly, chiefly at the Philadelphia Home for Incurables. 

We have now used tuberculin in eighteen cases of chronic polyarthritis 
—in part, arthritis deformans; the remainder, so-called chronic rheuma- 



